In 1983 a coach crash brought a hospital's major disaster plan into operation. The surgical aspects of the plan were assessed to see how well they matched up 
Introduction
A major disaster plan is intended to provide optimum treatment of the victims of a major accident when there are too many patients to be dealt with by the routine emergency services. The surgeon responsible for coordinating the surgical services after a major accident may be doing this for the first and only time in his life.
The immediate primary goals of such a plan should be: (a) to save life; (b) to relieve pain and distress; and (c) to complete primary treatment of open wounds in all patients within six to eight hours of injury. While the speed required to succeed in the first two is generally recognised, the urgent need to get on with the third is, in my experience, not usually realised, despite its recognition in individual patients.
Unless primary surgical treatment-that is, wound toilet and where possible wound excision-is completed within eight hours of injury the patient is exposed to a greater risk of subsequent infection from within. If, as they must be, the wounds are left open they are also exposed to infection from without-for example, from ward cross infection or from wet dressings. Surgical treatment completed within six to eight hours does leave the surgeon with the admittedly controversial option of performing primary skin closure by suture or by grafting. Intact skin remains the body's best defence against infection from without. It may be the only means of covering exposed nerves, bones, and joints. Delayed primary closure is only partially safe and has disadvantages. An extra surgical procedure is inevitable and prolongs the inpatient stay. Joint mobilisation and rehabilitation may be delayed. This round lasted from 9 00 to 10 20 am and was highly satisfactory from the surgeon's point of view. In only one patient was there a request for delay. Six of the 21 patients were accorded immediate priority. Total theatre time needed was estimated at 10 to 15 hours.
There were about 100 separate dressings on the 21 patients, most of whom were comfortable. They were not at all keen on the idea of having their dressings disturbed during this round-in some cases for the third or fourth time.
The most serious missed top priority arising from an incomplete examination occurred in a child with a compound depressed skull fracture; this was beside an area of exposed dura that had resulted from abrasion of both tables of the skull, with glass and road dirt pushed between the dura and the inner table of the intact skull. She also had other injuries of middle priority. This child was the last to leave theatre, 181 hours after the accident, and had to have a double scalp rotation flap to achieve cover of the dura.
Work in the first two theatres began at 10 30 and 11 00 am with the consultant and senior registrar on call operating until the day's end; as a result they were unaware until mid-afternoon that the estimated 10 to 15 hours' operating time was inadequate. Belatedly, a third theatre began work at 5 00 pm, a fourth at 6 15 pm, and a fifth at 7 00 pm. The last three theatres finished work between 9 00 and 9 40 pm and the first two at midnight and 12 45 am.
The total time spent in the theatre was 37 hours, and most of the patients, including some of those given top priority, came to theatre after 2 30 pm-more than eight hours after the accident.
All Who should direct the surgery of victims of a major disaster? Ideally he should be a senior surgeon with perhaps military experience and a thorough knowledge of his hospital and regional resources. He should be able to free himself of all commitments at short notice for any day on which a major disaster occurs and be able to resist the temptation to operate so as to be free to receive reports on the condition of victims before and after operation. He will have much else to do besides.
How should he proceed once the major disaster plan is activated? By the time he arrives at the hospital, some patients and colleagues will have arrived already. He will probably receive an initially inaccurate report of the number of patients and of the severity of their injuries.
All routine theatre lists must be temporarily suspended. Experienced surgical colleagues offering their services should be invited to select two patients each, to organise their theatre team and theatre, and to start forthwith, but the theatre superintendent should be asked to hold two theatres in reserve for emergency lifesaving surgery until all patients have been assessed. Because non-lifesaving surgery is started immediately this inevitably means that it may run concurrently with lifesaving surgery. But when, as in Exeter, five theatres could have been operational within two hours of the accident occurring and 10 theatres within four hours this concurrence is no problem.
In this accident valuable time was lost in trying to estimate the overall size of the problem and an order of priority before getting on with the surgery. Mistakes were made in both and had we simply proceeded as suggested on the basis of "first come first served," we could have completed the treatment of all patients within eight hours of injury.
Summary and conclusions
Firstly, a major disaster plan should provide for the completion of primary treatment of all victims within eight hours of injury, and should therefore specify the maximum number of patients who can be admitted, allowing one and a half to two hours of theatre time for each admission.
Secondly, the flow of patients to and through the accident service should follow through to the operating theatre, by working on the principle of "first come, first served," but two theatres should be held in reserve for emergency surgery.
Thirdly, full and immediate use should be made of colleagues called out under the major disaster plan or they will disappear.
Fourthly, no attempt should be made by the surgeon directing a major disaster plan to see all the patients personally, or to assign priorities in a large number of patients because: (a) until the last patient has arrived and been assessed priorities cannot be assigned; (b) it is difficult to find all the patients who will be in or between the accident department, x ray department, and wards; (c) 
